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Abstract: Background: The ongoing novel coronavirus (COVID-19) global pandemic has resulted
in significant levels of morbidity and mortality worldwide, particularly among the elderly and
immuno-suppressed groups. Although adequate hand hygiene (HH) behaviour and compliance
is widely accepted as being the most effective self-protective measure in preventing the spread of
diseases like COVID-19, previous research suggests that normal hand hygiene compliance is poor,
but generally improves during a disease pandemic. This research aimed to evaluate the hand hygiene
behaviour and compliance of the general public in the initial weeks of the COVID-19 pandemic in
Northern Ireland (NI). Methods: This cross-sectional study involved the use of infrared-imaging
cameras to observe the hand hygiene behaviour and compliance of the general public when using
one set of male and female public restrooms. Results: The findings of this study indicated that the
level of hand hygiene compliance of the general public was poor in the initial weeks, with 82.93%
overall not washing their hands adequately. Conclusions: Inadequate HH behaviour and compliance
may have added significantly to the rapid rate of spread of COVID-19 in the initial weeks of the
pandemic in NI. Current public health campaigns do not appear, based on this study, to have the
desired impact and may need to be reviewed or re-enforced in order to achieve the levels of hand
hygiene compliance required to slow the spread of COVID-19 and other communicable diseases in
the future.
Keywords: hand hygiene; COVID-19; behaviour; compliance; observation; general public
1. Introduction
The ongoing novel coronavirus (designation COVID-19) outbreak which originated
in Wuhan, China in December 2019 rapidly developed into a global pandemic in early
2020 [1–3], resulting in significant levels of morbidity and mortality especially amongst the
elderly and immuno-suppressed groups. At the time of writing, there have been around
141,057,106 cases in 117 countries, and 3,015,043 deaths worldwide [4].
Adequate hand hygiene behaviour and compliance are recognised as being the most ef-
fective method of preventing communicable disease transmission, including COVID-19 [5–7].
The purpose of adequate hand hygiene behaviour is to remove any potentially pathogenic
microorganisms from the hands and minimise any potential transmission from person
to person or from contaminated physical surfaces. Adequate hand hygiene behaviour
involves washing hands with warm water and soap and scrubbing thoroughly, and this
definition is based upon previous research findings as well as national guidelines such
as the World Health Organisation’s ‘5 Moments for Hand Hygiene’ technique, which is
a required infection prevention routine in health care settings [8–10].
Likewise, adequate hand drying is important in preventing the transmission of com-
municable pathogens like COVID-19, as it helps removes any remaining communicable
Int. J. Environ. Res. Public Health 2021, 18, 6385. https://doi.org/10.3390/ijerph18126385 https://www.mdpi.com/journal/ijerph
Int. J. Environ. Res. Public Health 2021, 18, 6385 2 of 9
pathogens left in wet areas of the hands, therefore minimising the further opportunity for
person-to-person transmission [11]. The length of time spent washing and drying hands
is also important for reducing the pathogenic loading of hands, with current guidelines
recommending a minimum of twenty seconds for each process [12,13].
Most previous studies which have examined the hand hygiene behaviour and compliance
of the general public have found compliance to be varied, but mostly poor [14–18]. For
instance, Anderson and colleagues [14] established a hand hygiene compliance rate of 58%
for adult members of the general public at a petting zoo, and Freeman et al. [15] estimated
that only 19% of the global population wash their hands with water and soap. Hand hygiene
compliance rates for children are also generally poor, with van Beeck et al. [16] reporting
an overall compliance rate of 31% in their study. In another study by Lary et al. [19],
children’s baseline hand hygiene compliance was established as being around 19%. Gender
differences in some previous studies also found that females generally have better hand
hygiene compliance rates compared to males [20,21].
The reasons for this are complex, but personal health is often considered to be low on
people’s list of motives, and hand hygiene is considered to be an inherent behaviour, often
being established at an early age meaning that hands are often only washed when visibly
dirty or to make them look or smell good [22,23]. Therefore, most instances of inadequate
hand hygiene are likely due to forgetfulness, rather than intention, and can be difficult to
change as time progresses [23,24].
Only when there is an immediate and highly publicised threat to personal health,
such as during a disease pandemic or epidemic, does hand hygiene behaviour improve
for the better [25]. Other, previously conducted studies on hand hygiene behaviour and
compliance during different communicable disease outbreaks reaffirm this point, suggest-
ing that people’s hand hygiene behaviour and compliance generally improve in response
to a disease outbreak [25,26]. For instance, Meilicke et al. [26] found an increase in the
self-reported rate of good hand hygiene practice amongst members of the general public in
Germany from 50.90% in 2008 to 61.10% in 2009 in response to the novel influenza A H1N1
pandemic. Similarly, Park et al. [27] found that people’s frequency of hand hygiene practice
increased by 30.30% compared to the previous year after the H1N1 pandemic. A recent sur-
vey commissioned on behalf of the UK government by Imperial College London [28] stated
that 83% of members of the general public washed their hands more frequently now than
before the COVID-19 pandemic. Despite this, other studies suggest that following a disease
epidemic or pandemic, adequate hand hygiene behaviour and compliance discontinue
over time due to the perceived lack of threat from a disease reoccurrence [29,30].
The common theme with many of these previous studies however is that they rely on
using self-reporting methods when determining hand hygiene behaviour and compliance.
The major issue with self-reporting methods is that they are often not a reliable indicator
of true behaviour compared to other methods such as observation (17–18). Most of the
research conducted during the course of the COVID-19 pandemic has relied on using
self-reporting methods [31–33], many of which have focused solely on the availability
of handwashing facilities, rather than the efficacy of hand hygiene behaviour within the
general population.
If adequate hand hygiene behaviour and compliance are not maintained at key times,
like after using the toilet, before handling or preparing food, and after being outside or
in close contact with others, then this will facilitate the transmission of communicable
diseases like COVID-19 more easily within the general public and place more pressure on
national healthcare services in coping with the ongoing pandemic. It is therefore essential
that the general public follow government and public health advice and adhere to personal
protective measures, most important of which include adequate hand hygiene behaviour
and compliance [5–7].
The aim of this research was to establish the level of hand hygiene behaviour and com-
pliance of the general public during the initial weeks of the novel coronavirus (COVID-19)
pandemic in a public restroom setting in Northern Ireland (NI).
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2. Materials and Methods
To fulfil the aim of the study, an observational, cross-sectional study design was
adopted to establish the level of hand hygiene behaviour and compliance of the general
public when using public restrooms during the initial weeks of the COVID-19 pandemic.
This included one set of male and female public restrooms which were located in Belfast, NI.
Indirect observation was undertaken at each public restroom between 10–20 March 2020.
Public restrooms located in Belfast city centre were selected for their convenience, and also
because it was theorised that as a closed space; they could provide ample opportunity for
the spread of COVID-19 between members of the general public after using the toilet.
2.1. Patient and Public Involvement
Members of the general public who voluntarily used the public restrooms under
observation were included as participants in this research. Voluntary consent to participate
was achieved via the use of signage erected two weeks prior to live observation and was
placed on the exterior doors of each public restroom informing research subjects that
important public health research was being conducted and that no one could be identified.
This was done in consideration of the Hawthorne Effect, which is a type of reactivity when
people are aware they are being observed [34] and to allow research subjects to become
accustomed to the presence of the cameras in each restroom before live observation was
due to take place. Belfast is also the largest city in Northern Ireland with a population of
around 342,000 people [35], and it was theorised that voluntary participation would be
facilitated to a much greater extent compared to other locations.
Both sets of restrooms only had liquid soap available for washing hands, and Dyson
hand dryers for drying hands. There were 3 cubicles, 5 urinals, 3 sinks and 2 hand dryers in
the male restroom. In the female restroom, there were 4 cubicles, 4 sinks and 2 hand dryers.
Indirect observation of the general public’s hand hygiene behaviour and compli-
ance was performed using infrared-imaging cameras based upon a similar methodology
employed in a recent, previous study [36]. This meant that there was no live observer
present during the quantitative data collection process. Infrared-imaging cameras were the
preferred option as they helped ensure research subject anonymity as per ethical considera-
tions. Figure 1 below is an image taken from one of the public restrooms under observation
in this research.
Figure 1. Infrared image of the male public restroom (wash-hand basin and hand dryer area only).
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The infrared-imaging cameras used in this study were positioned above the entrances
within each public restroom above head height to remain discreet. Only the wash-hand
basin and hand dryer areas in each restroom could be observed. Live observation in each
public restroom occurred between the times of 07:00 and 21:00, Monday to Sunday. For the
purpose of this study, this is known as the observation period. Due to the use of thermal
imaging cameras for observation, it was only possible to collect data on research subject
demographics by gender (male or female), and adult or child. It was also not possible to
identify the number of research subjects who did not consider using the public restrooms
under observation after reading the signage on the exterior doors.
The data collected (infrared-video footage) was pre-coded for analysis using pre-
determined criteria that recorded the relevant hand hygiene behaviours of each individual
research subject and included:
• Hand hygiene intention (did the person go to wash their hands?)
• Hand hygiene compliance (how did they wash their hands? Did they wash using only
water or water and soap?)
• Time spent washing hands (was it </>20 s?)
• Hand drying intention (did the person go to dry their hands after washing?)
• Hand drying compliance (which method of drying did they use to dry their hands?)
• Time spent drying hands (was it </>15 s? This figure was based upon Dyson guide-
lines for their hand dryers).
• Gender (male or female)?
• Adult or child?
These behaviours were used to establish research subjects’ level of hand hygiene
compliance into four categories relevant to the context of this study which were based
upon a recent, previous study [36]. The categories included:
• Adequate hand hygiene: this involved washing hands with water, soap and then lath-
ering for twenty seconds or more and scrubbing in various rotations and interlocking
of fingers, after which hands are rinsed with water to remove soap excess and then
dried properly using an appropriate drying method (only a Dyson hand dryer was
available in this study) for fifteen seconds or more also [36].
• Basic hand hygiene: this involved washing hands with water, soap and scrubbing
hands in various rotations and interlocking of fingers after which hands are rinsed
with water to remove soap excess, and then dried afterward using an appropriate
drying method (Dyson hand dryer) but not for the recommended minimum length
of time [36].
• Poor hand hygiene: this involved any other combination of steps not fitting the two
previous categories [36].
• Non-hand hygiene: this involved not washing or drying hands at all.
Two observers were used to analyse the recorded thermal footage, with there being
a third observer to verify both observers’ analysis during the study. This was done to
minimise any observation bias and for consistency [36].
2.2. Data Analysis
The pre-coded data collected was input into, and analysed using IBM’s SPSS Statistical
Software (v.24) (IBM, New York, NY, USA). Both descriptive and inferential statistics were
performed. Chi-square analysis was used to identify statistically significant comparisons
between relevant variables. The accepted statistical significance level was determined as
p ≤ 0.05, with Confidence Levels of 95% (CI) reported where applicable.
3. Results
In total, 498 research subjects (members of the general public) were observed using
both sets of public restrooms under observation. This included 254 males and 244 females,
of which 453 were adults and 45 were children. Only those who knowingly used the
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restrooms under observation and were clearly present were included in the final study
results. It was not possible to determine how many research subjects chose not to use the
restrooms during the observation period due to methodological constraints and ethical
considerations. A summary of the hand hygiene compliance rate of research subjects in
this study is shown in Table 1 below.
Table 1. Hand hygiene compliance rate of the general public when using public restrooms during the COVID-19 pandemic.
Hand Hygiene (HH)
Compliance Category
Total Hand Hygiene Compliance Rate during Observation Period % (n)
Total Male Female Adult Child
Adequate HH 17.07 (85) 19.69 (50) 14.34 (35) 14.35 (65) 44.44 (20)
Basic HH 62.65 (312) 57.48 (146) 68.03 (166) 64.02 (290) 48.89 (22)
Poor HH 13.05 (65) 12.99 (33) 13.11 (32) 13.69 (62) 6.67 (3)
Non-HH 7.23 (36) 9.84 (25) 4.51 (21) 7.95 (36) 0.00 (0)
Total 100.00 (498) 100.00 (254) 100.00 (244) 100.00 (453) 100.00 (45)
Around 82.93% of research subjects overall practiced inadequate hand hygiene com-
pliance, and just 17.07% practiced adequate compliance.
Gender differences revealed that females were more likely to practice basic hand
hygiene (68.03%) compared to males (57.48%) which was statistically significant (χ2 = 5.92,
p = 0.02). Additionally, significantly more males (9.84%) practiced non-hand hygiene
compliance compared to females (4.51%) (χ2 = 5.28, p = 0.02).
Equally, differences between adult and child hand hygiene behaviour and compliance
revealed that only 14.35% of adults practiced adequate hand hygiene compared to 44.44%
of children which was highly statistically significant (χ2 = 26.19, p = < 0.01). Likewise,
64.02% of adults and 44.89% of children practiced basic hand hygiene which was also
statistically significant (χ2 = 4.00, p = 0.05). About 7.95% of adults practiced non-hand
hygiene compared to zero children which was also statistically significant (χ2 = 3.86,
p = 0.05).
The average (mean) duration of time spent washing hands for all research subjects
was 18.66 s (Std. dev: 13.91), and 13.46 s for hand drying (Std. dev: 9.49). There were no
statistically significant differences between males and females regarding the time spent
washing and drying. For adults versus children, the average duration spent washing hands
for adults was 17.17 s (SD: 12.08), and 32.51 s for children (SD: 20.75). Regarding hand
drying, the average duration of time spent by adults was 12.48 s (SD: 8.16), and 22.26 s for
children (SD: 14.85). Figure 2 below shows this information.
Figure 2. Average duration of time spent washing and drying hands for adults and children.
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4. Discussion
Despite adequate hand hygiene behaviour and compliance being documented as being
the best self-protective measure against the spread of COVID-19 and other communicable
diseases, the findings of this study are highly indicative that most members of the general
public during the initial weeks of the COVID-19 pandemic in NI were washing their hands
inadequately. The level of adequate hand hygiene compliance found in this study was less
than other previously conducted studies during disease outbreaks [19,22,23]. This implies
that while disease outbreaks like COVID-19 usually generate an improvement in overall
intention to practice hand hygiene compliance compared to pre-pandemic circumstances,
there still remained a large proportion of the general public who did not wash their hands
adequately enough even during an ongoing disease pandemic. The implications of this
finding are profound in terms of evaluating how the public behaves with respect to the
prevention of COVID-19 and other similar communicable diseases. It suggests that the
public health communication strategy at the time was not having the desired outcome
in terms of achieving adequate hand hygiene behaviour and compliance amongst the
general public. As a result, it is theorised that the poor level of hand hygiene behaviour and
compliance found may have facilitated the faster transmission of the disease amongst the
public at this time. The reasons for the level of inadequate hand hygiene are complex and
are potentially due to various factors. For instance, it may be because hand hygiene is often
considered an inherent behaviour as in it is ingrained in most people as young children as
suggested in previous studies [23]. Therefore, if a person is not taught the adequate method
of hand hygiene compliance at an early age, then they will never practice this method as
time progresses and they get older, and the poor behaviour is repeated unless they are
otherwise corrected. Additionally, it may be because hand hygiene compliance is low on
most people’s list of priorities for personal health, and unless hands are visibly soiled, they
do not wash their hands at key times such as after using the toilet as has been previously
suggested [24]. For those members of the general public who did not wash or dry their
hands at all, this may be the result of a lack of knowledge on the importance of adequate
hand hygiene behaviour and compliance in preventing the transmission of communicable
diseases from person to person. This may indicate that they do not associate the risk
of not washing or drying hands with the spread of communicable diseases, or because
most people have a generally good level of health, they perceive the risk of contracting
COVID-19 as being low. Equally, people who were using the public restrooms in March
2020 under observation in this study might have been less concerned about their hygiene
behaviour compared with the rest of the general population.
Additionally, most research on hand hygiene uses self-reporting methods such as ques-
tionnaires and surveys to determine hand hygiene behaviour and compliance [13,19]. These
are typically not as reliable as observational methods [17,18], because observational data is
quantitative, and therefore there it minimises the opportunity for self-reporting bias [13,14].
The use of thermal imaging cameras in this study was evidence of this as previous research
has shown [33]. This may account for the difference in the level of hand hygiene compliance
established in this study versus previous studies using self-reporting methods [24,25].
The key factor in defining adequate hand hygiene behaviour and compliance is timing.
The length of time spent washing and drying hands is important for ensuring that all
potential pathogenic microorganisms like COVID-19 are removed. The fact that most
members of the general public did not spend a minimum of 20-s washing and drying
hands, despite the various public health campaigns at the time, may simply be because
most people are poor at estimating the length of time they have spent doing so rather
than being a conscious decision on their part. This theory may be supported by the high
numbers of people in this study observed practicing basic hand hygiene in both restrooms
which is indicative of a clear intent on their part to knowingly and willingly practice hand
hygiene after using the toilet. Therefore, this group should be deemed as being a key
target for public health intervention designed to improve hand hygiene behaviour and
compliance further, and this may be necessary during present times and in future as many
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of the self-protective behaviours like hand hygiene, the wearing of facemasks and social
distancing will continue to be encouraged in the coming months and years as we ease out
of national lockdown restrictions.
While other interventions to improve the duration of time people spend washing and
drying hands after using the toilet need investigating, a simple solution like a visual or
audible timer placed in public restrooms may help achieve this. Similarly, regarding indi-
vidual hand drying behaviour, most hand dryers are currently limited to a pre-determined
time setting (e.g., for 15 s or less), and therefore most people who do not dry their hands
adequately are potentially doing so because they trust the time limit set by the hand dryer,
rather than current guideline advice. Again, a simple visual or audible timer can address
this challenge.
It must also be noted that other, more recent interventions such as the develop-
ment of the COVID-19 vaccine should not be considered as being able to eliminate the
need for hand hygiene going forward as further research is needed to investigate its
long-term impacts [37,38].
Gender differences in this study revealed that females had better intention to practice
hand hygiene compared to males as shown by the level of basic hand hygiene. This may
either be because females inherently practice hand hygiene more often than males due to
the influence of key role models like parents and guardians, and that women are generally
more compliant as has been found in similar, previous studies [20,21]. This may also
account for the reasons why males were observed as being significantly more likely to
practice non-hand hygiene compliance in this study. Conversely, males that did wash their
hands spent on average longer washing and drying their hands than females, and overall,
males washed their hands more efficiently than females.
In addition, the findings of this study suggested that children are significantly better
at practicing adequate hand hygiene compliance compared to adults. This may be due
to the emphasis placed on them at a young age by key role models like teachers and
parents in washing their hands adequately. This implies that children may be useful for
promoting the message of adequate hand hygiene behaviour and compliance in a future
public health communication campaign, acting as good role models for not just other
children, but adults as well. Particularly those adults who frequently practice inadequate
hand hygiene compliance. Additionally, children on average spent longer washing and
drying their hands compared to adults. This may be because children are often instructed
by adults to do so, and therefore do not question the instruction. It may also be because
external barriers or influences on hand hygiene compliance such as time pressure, lack of
available wash hand basins or hand dryers, or the presence of other people do not affect
their behaviour to the same extent as adults. Exploring children’s motivation for practicing
adequate hand hygiene compliance may help explain the differences in behaviour between
adults and children and help improve adult compliance.
Due to ethical, time and resource constraints, only one set of male and female public
restrooms could be observed which was one limitation of this research worth mentioning.
Additionally, there may have been an element of selection bias in the recruitment of research
subjects as only members of the general public who felt comfortable using the public
restrooms under observation were included in the study and classified as representing the
general public.
5. Conclusions
This study aimed to establish the hand hygiene behaviours and level of compliance of
the general public during the initial weeks of the novel coronavirus (COVID-19) pandemic
in a public restroom setting in NI. The findings indicated that despite government and
public health advice at the time on the importance of adhering to self-protective measures
like practicing adequate hand hygiene behaviour and compliance to prevent the spread of
COVID-19, most of the general public continued to wash their hands inadequately. This
suggests that the public health campaigns at the time did not appear to have the desired
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impact in changing people’s behaviour regarding hand hygiene adequacy and compliance
and may have added significantly to the speed of transmission of COVID-19 during this
period. Although subsequent public health communication campaigns over the past year
changed their focus towards improving hand hygiene behaviour by recommending that
hands be washed using water and soap for twenty seconds, there is still little research
available on the current level of hand hygiene adequacy amongst the general public. Future
research should focus on investigating the reasons for the failure to take heed of the public
health ‘take-home’ messaging during a global pandemic, and it should also investigate
effective interventions that can facilitate sustained, long-term behavioural change regarding
adequate hand hygiene behaviour and compliance amongst the general public.
Author Contributions: All authors contributed to the design and analysis of the study. A.L., R.C.
and M.V.-M. contributed to the conceptualisation of the study and methodology. A.L. contributed
to the formal analysis and writing—original draft preparation. R.C. and M.V.-M. contributed to
the study supervision and writing—review and editing. All authors have read and agreed to the
published version of the manuscript.
Funding: This research was funded by Safefood Ireland (The Food Safety Promotion Board), grant
number 04-2017 and The APC was funded by Ulster University’s School of the Built Environment.
Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of
Ulster University (04-2017 and 01/02/2020).
Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to restrictions from the Funder.
Acknowledgments: The authors would like to thank the operators of the public restrooms for
providing permission to conduct this study. The authors would also like to thank the project funder;
safefood for supporting this research project.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.
References
1. Heymann, D.L.; Shindo, N. COVID-19: What is next for public health? Lancet 2020, 395, 542–545. [CrossRef]
2. Novel Coronavirus Pneumonia Emergency Response Epidemiology Team. Vital surveillances: The Epidemiological Charac-
teristics of an Outbreak of 2019 Novel Coronavirus Diseases (COVID-19)—China. China CDC Weekly, 2020. Available online:
http://weekly.chinacdc.cn/en/article/id/e53946e2-c6c4-41e9-9a9b-fea8db1a8f51 (accessed on 24 March 2020).
3. John Hopkins University. COVID-19 Dashboard by the Center for Systems Science and Engineering (CSSE) at Johns Hopkins
University [Internet]. Available online: https://coronavirus.jhu.edu/map.html (accessed on 24 April 2021).
4. European Centre for Disease Prevention and Control. Available online: https://www.ecdc.europa.eu/en/geographical-
distribution-2019-ncov-cases (accessed on 24 June 2020).
5. Curtis, V.; Cairncross, S. Effect of washing hands with soap on diarrhoea risk in the community: A systematic review. Lancet
Infect. Dis. 2003, 3, 275–281. [CrossRef]
6. Chen, S.; Yang, J.; Yang, W.; Wang, C.; Bärnighausen, T. COVID-19 control in China during mass population movements at New
Year. Lancet 2020, 395, 764–766. [CrossRef]
7. Center for Disease Control (CDC) Coronavirus Disease 2019 (COVID-19)—How to Protect Yourself. Available online: https:
//www.cdc.gov/coronavirus/2019-ncov/prepare/prevention.html (accessed on 24 March 2020).
8. World Health Organization (WHO). WHO Guidelines on Hand Hygiene in Health Care. 2009. Available online: https://www.
who.int/gpsc/5may/tools/9789241597906/en/ (accessed on 24 March 2020).
9. Oughton, M.T.; Loo, V.G.; Dendukuri, N.; Fenn, S.; Libman, M.D. Hand hygiene with soap and water is superior to al-cohol rub
and antiseptic wipes for removal of Clostridium difficile. Infect. Control Hosp. Epidemiol. 2009, 30, 939–944. [CrossRef] [PubMed]
10. Alharbi, S.A.; Salmen, S.H.; Chinnathambi, A.; Alharbi, N.S.; Zayed, M.; Al-Johny, B.O.; Wainwright, M. Assessment of the
bacterial contamination of hand air dryer in washrooms. Saudi J. Biol. Sci. 2016, 23, 268–271. [CrossRef] [PubMed]
11. Chou, D.T.; Achan, P.; Ramachandran, M. The World Health Organization ‘5 moments of hand hygiene’: The scientific foundation.
J. Bone Jt. Surg. Br. 2012, 94, 441–445. [CrossRef] [PubMed]
Int. J. Environ. Res. Public Health 2021, 18, 6385 9 of 9
12. Center for Disease Control and Prevention (CDC). When and How to Wash Your Hands. 2015. Available online: http://www.cdc.
gov/handhygiene/when-how-handhygiene.html (accessed on 24 March 2020).
13. Mick, J.A. An alternative to singing “Happy Birthday”: Healthcare provider’s rhyme for hand hygiene time. Am. J. Infect. Control
2016, 44, 1759–1760. [CrossRef]
14. Anderson, M.E.C.; Sargeant, J.M.; Weese, J.S. Video observation of hand hygiene practices during routine companion animal
appointments and the effect of a poster intervention on hand hygiene compliance. BMC Vet. Res. 2014, 10, 106. [CrossRef]
15. Freeman, M.C.; Stocks, M.E.; Cumming, O.; Jeandron, A.; Higgins, J.P.T.; Wolf, J.; Pruss-Ustun, A.; Bonjour, S.; Hunter, P.R.;
Fewtrell, L.; et al. Systematic review: Hygiene and health: Systematic review of hand hygiene practices worldwide and update of
health effects. Trop. Med. Int. Health 2014, 19, 906–916.
16. Van Beeck, A.H.E.; Zomer, T.P.; Van Beeck, E.F.; Richardus, J.H.; Voeten, H.A.C.M.; Erasmus, V. Children’s hand hygiene behaviour
and available facilities: An observational study in Dutch day care centres. Eur. J. Public Health 2015, 26, 297–300. [CrossRef]
17. Contzen, N.; De Pasquale, S.; Mosler, H.-J. Over-Reporting in Handwashing Self-Reports: Potential Explanatory Factors and
Alternative Measurements. PLoS ONE 2015, 10, e0136445. [CrossRef] [PubMed]
18. Oliveira, A.C.; de Paula, A.O.; Gama, C.S. Monitoring hand hygiene: Direct observation versus self-report rates. Enfermería Glob.
2017, 16, 344–353.
19. Lary, D.; Calvert, A.; Nerlich, B.; Segal, J.; Vaughan, N.; Randle, J.; Hardie, K.R. Improving children’s and their visitors’ hand
hygiene compliance. J. Infect. Prev. 2020, 21, 60–67. [CrossRef] [PubMed]
20. Mariwah, S.; Hampshire, K.; Kasim, A.S. The impact of gender and physical environment on the handwashing behaviour of
university students in Ghana. Trop. Med. Int. Health 2012, 17, 447–454. [CrossRef] [PubMed]
21. Suen, L.K.P.; So, Z.Y.Y.; Yeung, S.K.W.; Lo, K.Y.K.; Lam, S.C. Epidemiological investigation on hand hygiene knowledge and
behaviour: A cross-sectional study on gender disparity. BMC Public Health 2019, 19, 1–14. [CrossRef] [PubMed]
22. Curtis, V. Talking dirty: How to save a million lives. Int. J. Environ. Health Res. 2003, 13, S73–S79. [CrossRef] [PubMed]
23. Curtis, V.A.; Danquah, L.O.; Aunger, R.V. Planned, motivated and habitual hygiene behaviour: An eleven country review. Health
Educ. Res. 2009, 24, 655–673. [CrossRef]
24. Jones, J.H.; Salathé, M. Early Assessment of Anxiety and Behavioral Response to Novel Swine-Origin Influenza A(H1N1).
PLoS ONE 2009, 4, e8032. [CrossRef]
25. Goldmann, D. System Failure versus Personal Accountability—The Case for Clean Hands. N. Engl. J. Med. 2006, 355,
121–123. [CrossRef] [PubMed]
26. Meilicke, G.; Riedmann, K.; Biederbick, W.; Müller, U.; Wierer, T.; Bartels, C. Hygiene perception changes during the influenza A
H1N1 pandemic in Germany: Incorporating the results of two cross-sectional telephone surveys 2008–2009. BMC Public Health
2013, 13, 959. [CrossRef]
27. Park, J.-H.; Cheong, H.-K.; Son, D.-Y.; Kim, S.-U.; Hae-Kwan, C. Perceptions and behaviors related to hand hygiene for the
prevention of H1N1 influenza transmission among Korean university students during the peak pandemic period. BMC Infect.
Dis. 2010, 10, 222. [CrossRef] [PubMed]
28. Kwok, K.O.; Li, K.K.; Chan, H.H.; Yi, Y.Y.; Tang, A.; Wei, W.I.; Wong, Y.S. Community responses during the early phase of the
COVID-19 epidemic in Hong Kong: Risk perception, information exposure and preventive measures. medRxiv 2020. [CrossRef]
29. Martins, S.; Osiyemi, A. Hand hygiene practices post ebola virus disease outbreak in a nigerian teaching hospital. Ann. Ib.
Postgrad. Med. 2017, 15, 16–22. [PubMed]
30. Lau, J.T.F.; Yang, X.; Tsui, H.; Kim, J.H. Monitoring community responses to the SARS epidemic in Hong Kong: From day 10 to
day 62. J. Epidemiol. Community Health 2003, 57, 864–870. [CrossRef] [PubMed]
31. Pogrebna, G.; Kharlamov, A. The impact of cross-cultural differences in handwashing patterns on the COVID-19 out-break
magnitude. Regul. Gov. 2020, 10. advance online publication.
32. Haque, M. Handwashing in averting infectious diseases: Relevance to COVID-19. J. Popul. Ther. Clin. Pharmacol. 2020,
27, e37–e52. [CrossRef]
33. Sayeed, A.; Rahman, H.; Bundschuh, J.; Herath, I.; Ahmed, F.; Bhattacharya, P.; Tariq, M.R.; Rahman, F.; Joy, T.I.; Abid, M.T.; et al.
Handwashing with soap: A concern for overuse of water amidst the COVID-19 pandemic in Bangladesh. Groundw. Sustain. Dev.
2021, 13, 100561. [CrossRef]
34. Srigley, J.A.; Furness, C.D.; Baker, G.R.; Gardam, M. Quantification of the Hawthorne effect in hand hygiene compliance
monitor-ing using an electronic monitoring system: A retrospective cohort study. BMJ Qual. Saf. 2014, 23, 974–980. [CrossRef]
35. Belfast City Council. Belfast Resilience Assessment—City Facts: Belfast. 2020. Available online: https://www.belfastcity.gov.uk/
Documents/Resilience-Assessment (accessed on 6 June 2021).
36. Lawson, A.; Vaganay-Miller, M. The Effectiveness of a Poster Intervention on Hand Hygiene Practice and Compliance When
Using Public Restrooms in a University Setting. Int. J. Environ. Res. Public Health 2019, 16, 5036. [CrossRef] [PubMed]
37. A Charitos, I.; Ballini, A.; Bottalico, L.; Cantore, S.; Passarelli, P.C.; Inchingolo, F.; D’Addona, A.; Santacroce, L. Special features of
SARS-CoV-2 in daily practice. World J. Clin. Cases 2020, 8, 3920–3933. [CrossRef] [PubMed]
38. Inchingolo, A.; Inchingolo, A.; Bordea, I.; Malcangi, G.; Xhajanka, E.; Scarano, A.; Lorusso, F.; Farronato, M.; Tartaglia, G.; Isacco,
C.; et al. SARS-CoV-2 Disease Adjuvant Therapies and Supplements Breakthrough for the Infection Prevention. Microorganisms
2021, 9, 525. [CrossRef] [PubMed]
